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TO THE EDITOR
Osteoarticular manifestations have been regularly reported in long term HIV-infected patients on highly active antiretroviral therapy. The most frequent manifestations are: osteoporosis/osteopenia of varying severity, osteonecrosis of the femoral head, frozen shoulder and the carpal tunnel syndrome. 1, 2 The authors describe a case of subacromial bursitis at the right shoulder of a 45-year-old male subject. The patient had a diagnosis of HIV infection in 1988, and received long-lasting antiretroviral therapy. The patient was currently being treated with Tenofovir, Lamivudine and Estavudine, and had a CD4 count of 400 cells/mm 3 and undetectable HIV viral load. One month thereafter the subject presented at our service complaining of pain at the right shoulder, with signs of effusion, increased local temperature and functional limitation of that joint. There was no history of trauma or repetitive movement. While the shoulder X-ray revealed no abnormalities, the ultrasonography and the MRI (Figure 1 ) demonstrated the presence of a mild effusion in the subacromial space, synovial thickening, with an infl ammatory reaction of adjacent tissues, without degenerative changes in rotator cuff tendons. It was then decided to perform a needle puncture aspiration of the subacromial space draining a thick liquid with blood clots, followed by an open drainage, with mechanical cleaning and surgical debridement. Histopathological evaluation showed no evidence of any AIDS defi ning disease. Cultures for aerobic and anaerobic bacteria, fungi and mycobacteria turned out negative. There was complete remission of the infection complication. 
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HIV-infected patients may present with several pain syndromes. However, the shoulder has been an uncommon site of musculoskeletal pain. 3 Frozen shoulder, disease characterized by progressive movement amplitude limitation of the glenoumeral joint, is not considered as a adverse effect of antiretroviral therapy. However, several published articles in the literature suggest this association. 4 No previous reports of subacromial bursitis in HIV-infected patients could be identifi ed. Buskila, in 1987, 5 reported on two cases in the topography of the olecranon region, but different from the abovementioned subject, as they were caused by Staphylococcus aureus infection. Aseptic bursitis, as it occurs in infl ammatory diseases, such as gout, rheumatoid arthritis or trauma is considered a risk factor for the development of septic bursitis. We believe that early diagnosis, as well as effective surgical drainage were decisive for the favourable outcome of the reported patient.
